Results: Twenty informants (83%) were Associate Professors or Professors, 8 (33%) were females, and the physicians hailed from a wide range of internal medicine specialties. The mean percent effort spent in clinical care by the physicians was 48%. The five domains that emerged related to academic medicine's failure to recognize clinical excellence were: (1) low morale and prestige among clinicians, (2) less than excellent patient care, (3) loss of talented clinicians, (4) a lack of commitment to improve patient care systems, and (5) fewer excellent clinician role models to inspire trainees.
INTRODUCTION
"Academic medicine does not only require good scientists and researchers, but good clinicians, who contribute immensely to clinical medicine and the translation of laboratory research into clinical practice….
Those who are exceptional clinicians should be recognized as such and should have a role in academic medicine… Unless we recognize those who spend most of their time looking after patients, we will lose them to the private sector and end up with a glut of researchers and no one to teach clinical skills and bedside medicine to the coming generation." 1 S.W. Yusuf, MD, MRCP hile a consensus-based definition of clinical excellence does not exist, the elements that contribute to a reputation for clinical excellence in academia have been described: first-rate communication and interpersonal skills, unfaltering professionalism and humanism, keen diagnostic acumen, skillful negotiation of the healthcare system, brilliant knowledge, scholarly approach to clinical care, and passion. 2 There is no doubt that patients want clinically excellent care and trust that academic medical centers serve as the source for creating this prototype of physician. Over the last 100 years, academic medical centers (AMC) have received generous support from the public to fulfill this trust through the application of a tripartite mission: research, education, and patient care. 3 Academic medical centers may not be equally committed to all three components of the mission -as evidenced by the fact that promotion decisions are based predominantly on scholarly productivity. 4 W Among other factors including the differential in income potential between academia and the private sector, inadequate recognition and reward systems may be driving physicians that are deeply committed to clinical work away from academic medical centers. 5 While expectations for achievement in research are well-defined, [6] [7] [8] [9] [10] 
METHODS

Study Design
A qualitative study design was selected to allow for the emergence of themes that researchers may not have anticipated. Interviews were used, as they permit exploration in greater depth than may be possible with closed-ended scales, surveys, or even focus groups.
Study Sampling
Through purposive sampling, case finding was used to identify physicians with reputations for being clinically excellent within the top 10 Departments of Medicine according to the 2006 rankings from US News and World Reports. 12 The Department Chairs at these 10 institutions were asked to name 5 physicians within their Department judged to be the most clinically excellent. To help with their selection process, the following point of reference was included in the request: "In considering this, it may help to think about which of your faculty you would ask to care for a close family member who was ill (with a diagnosis within this physician's area of expertise)." From the lists of physicians, we randomly selected three physicians from each AMC to interview using www.random.org. If any of these physicians were unavailable or declined participation, we proceeded to the next physician from that institution on the random order list.
The institutional review board approved the study.
Data Collection
From 
Data Analysis
We analyzed transcripts using an "editing organizing style," a qualitative analysis technique in which researchers search for "meaningful units or segments of text that both stand on their own and relate to the purpose of the study". 13 With this method, the coding template emerges from the data, as opposed to the application of a pre-existing template. Two investigators independently analyzed the transcripts, generated codes to represent the informants' statements, and created a coding template. In cases of discrepant coding, the two investigators successfully reached consensus after reviewing and discussing each other's coding. Atlas.ti 5.0 software (Atlas.ti GmbH, Berlin, Germany, 2005) was used for data management and analysis. The authors agreed on representative quotes for each theme.
Following accepted qualitative methodology, we discontinued sampling after 24 interviews, when it was determined that new interviews yielded confirmatory rather than novel themes, a process called achieving "thematic saturation". 13 This sampling size is consistent with other published qualitative studies.
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RESULTS
Informant Sampling and Respondent Demographics
Two Department of Medicine Chairs did not respond to our requests for the names of the most clinically excellent physicians among their faculty. Of the 40 names provided by the other eight Chairs, 24 (three from each AMC) were randomly selected for the study. Of these, 2 individuals
were not able to make time for participation; however at both institutions the next physician was agreeable.
Twenty-four of the 26 physicians approached (92%) participated in 30-minute interviews. The majority of the participating physicians (83%) were associate professors or professors, one third (33%) were women, and the informants hailed from a diverse range of specialties of internal medicine (table 1) .
In describing their current clinical efforts, the average percent time spent on clinical care was 
Results of Qualitative Analysis
The comments and stories told by the physician informants were categorized into domains that describe and relate to the failure to recognize clinical excellence in academia. The five themes that emerged are presented in table 2, along with the number of times each was mentioned as well as the percent of informants referring to the theme.
Clinical excellence in academic medicine
Low Morale and Prestige of Clinicians
The most frequently cited idea, referred to by 14 respondents, was the notion that physicians in academic medical centers whose primary activity is clinical care have depleted morale and low prestige relative to their peers primarily engaged in non-patient care activities. Several respondents expressed the opinion that institutional leaders and non-clinical peers consider clinicians to be expendable. Furthermore, a number of informants felt that such attitudes are pervasive and can be sensed by students and residents, thereby undermining the value of this career path.
An oncologist who spends 75% of her time seeing patients stated: 
Losing Talented Clinicians
This theme, loss of clinically excellent physicians to academia, was cited 15 times by 10 respondents (42%), (table 2) . The failure to recognize clinical excellence was thought to be responsible for difficulties in recruiting clinical stars to join the faculty, such as chief residents.
In addition to those that that never sign on, it was believed that excellent clinicians are difficult to retain in academia because they soon come to realize that their talents will be more appreciated and respected in non-academic settings. This latter observation results in increased physician turnover, which is both costly and disruptive to patient care.
A nephrologist who spends 40% of his time in patient care explained: 
Lack of Commitment to Improve Patient Care Systems
The physician informants believed that the failure to recognize clinical excellence at academic medical centers reduces the motivation for physicians to invest their energy, creativity, and time into improving the health care system. They explained that personal investment is highly correlated with incentives and rewards. As such, academic physicians do not feel compelled to enhance systems that may allow for better patient care.
A female endocrinologist who spends 50% of her time in clinical care explained the dedication that is required to ameliorate care processes:
"Systems improvement takes a lot of time."
A male rheumatologist clarified why it is so hard to improve clinical outcomes and systems when clinical excellence is not rewarded:
"…the greater loss of not recognizing clinical excellence is the failure to maximize clinical excellence -if you are not rewarded, if no one is measuring it… then it is very hard to make improvements in this arena."
Durso et al. The consequences that are believed to have resulted from this lack of recognition may have been predicted based on motivational theory. 18 Motivation is defined as "the power to move or excite individuals to action". 19 It had been shown that the extrinsic rewards noted to motivate academic physicians include the prospect of a stable, secure future and the attainment of social status and prestige. 20 Because of the income differential between academia and the private sector, even if academic clinicians were revered and promoted on this basis, that would not be enough to retain many. That said, the fundamental extrinsic reward in academic medicine is promotion which is determined predominantly by success along research metrics. 6,9,11 Academic physicians are thus naturally drawn to activities that will result in scholarship, thereby optimizing their likelihood of being promoted. 4, 11, 21 In any field, smart individuals will take note of what is rewarded and will doi:10.3121/cmr.2009.856 direct their activities accordingly. 22, 23 As a result, many academic faculty elect to limit their time spent in teaching and in clinical care so as to spend greater time on the activity that brings acknowledgement and reward.
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The faculty is a medical school's most precious resource, and therefore all should be made to feel valued and appreciated. Further, recruitment of new talent is difficult and costly. Therefore, retention becomes an important strategy for conserving and building academic programs. Faculty satisfaction is associated with retention. 25, 26 A study by Lowenstein and colleagues revealed that physicians who spend more time in clinical care are less committed to academic careers. 5 One predictor of a "serious intent to leave academia" was feeling that there was lack of recognition of clinical work in promotion considerations. 5 With respect to the educational consequences, medical trainees (students, residents, and fellows) aspire to emulate role model clinicians. 14, [27] [28] [29] Thus, supporting the careers of clinically excellent faculty in academia and recognizing their talents is essential not only for satisfying patient desires, but also for the enrichment of medical education.
Selection of the study sample is critically important when using qualitative methodologies. 13 We purposively sought out the perspectives of 'expert clinicians' at leading medical institutions, although the top centers as ranked by US News and World Reports are so determined using a metric based largely on overall institutional prestige and research prowess. 12 Our informants were experienced academic clinicians, many of whom have witnessed changes over decades and have seen shifts in institutional priorities over time, thereby making them an optimal cohort to query in depth. It is certainly possible that the themes that emerged from the analysis may have been different if we would have interviewed physicians with lesser reputation at these same doi:10.3121/cmr.2009.856
institutions, or if we studied the faculty at AMC's with less research prominence. The data collection method used (semi-structured interviews) allowed for the generation of hypotheses and the identification of important issues. Because the goal of the study was to understand the range of consequences resulting from the failure to recognize clinical excellence at AMC's, as opposed to prioritizing the resultant consequences relative to one another, we designedly elected not to use a nominal group process or a modified Delphi approach.
Several limitations of this study should be considered. First, this study relied exclusively on selfreport. However, this is considered to be the most direct approach for understanding attitudes and beliefs. Second, this qualitative study is limited to a small number of clinically excellent physicians at eight AMCs within the Department of Medicine, and as such our findings may not apply to other institutions or Departments. It is also possible that the Department Chairs may not be accurate in their perception of who are the top clinicians. Third, two physicians declined participation, and it is possible that their perspectives may have been different. Finally, the frequency with which many of the themes were described by informants was less than fifty percent. However, it is important to note that the responses emerging from the open-ended question were spontaneous. Qualitative analysis does not really allow us to know whether one theme is more important than another merely because it was mentioned more frequently. If all subjects were specifically asked about each theme, the number of comments related to each would certainly be much higher.
CONCLUSION
Clinically excellent physicians are valuable to academic medical institutions and cannot be made to feel as an expendable resource. The public trust and the future of academic medicine are at 
